MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH-

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

-63-00

STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. -..............._&f!.,.z.._.?rlmaw chlsmmon District No. R ar's No. / / :
ON THiS STUB
1. PI.A£ akﬁ i“ﬁﬁ l 1 lsﬁ ] 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. COUNTY tow oo . ST, ‘ . sl
V§ 300 o a. COL Srf Lerlvidvl 2. STATE ACD _‘_’}.c%w”‘v"'g admission)
Rev. 4/59 % k. CITY (If outside corporate limits, give TOWNSHIP only}. Length of stay in 1b . Ccl)‘li‘tY tnside Limits
z N _cr g lemli €k Lryne TOWN e ks BrrarmBuna YO Noll
7450 ﬁ . TULL NAME OF (1F NOT in Fossital, give locafion) Inside Limits o STREET TIT cutside, give location) Resids on Farm
29?5_2 | INSTITUTION A &8e” B P Er Bo x b Yeu O No @ cre. . levevesre Co, Yes 01 No [§
- D - . — -
3 24 3 NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) O A OF . )
a LLHNA MUS C OLBE Jonwcon | AN acpmert | /PED
/ 5. SEX 6. COLOR OR RACE 7. Married @ Never Married.[] |8. DATE OF BIRTH | - AGE (last birthday} | IF UNDER IDYEAR |: UNDER 24 H
. S - Months AYS lours Min.
5 Feaase WL Widowed [] hered U | yo fra f98 ‘
“10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 1T, BIIITI:‘P(ACE (City snd state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) .
6 3 Novrtewip & MHow Che. o Ato (7N o |
7 a 9 13s. FATHER’S NAME . 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
pur] ‘ . -
o THomas Cokirac AELEIE Lokiras JAH:: &y Jomarro w
8 a w 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 117. INFORMANT Address
— {Yes, no, or unknown} | (If yes, give war or dates of service) . J
oﬁ 200 i ' | .y /o
o = 18. CAUSE OF DEATH (Enter only one cause J 77 “INTER BETWEEN
10 < 5 PART |. DEATH WAS CAUSED 8 . ONSH-AND‘DEATH
2 % z IMMEDIATE CAUSE (o) .
! gl 8
12 o u<.| Q Conditiens, if any, PUE TO (b)
_ZQ';L w | which gave rise to ,
12 ‘above cause (a),
13 ':E = stating the under-
Z - Q lying cayse qu DUE TO (c)
—“__g R4 PART 11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related :to the terminal - PART-ill. If decessed was female wi
g disease condmon givcn in PART | (a) ® 8 pregnancy in last 90
g § K 7 ot N I i Yes, ]) [ Ne O Udkno
w r&- 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 10.)
z & PERFORMED? 0O .0 (] ‘
LY 2 Gl vesg non B
h LS Z| o TMEOCF W ‘Month, Day, Year < -
N o § z g o mury  am
- ,‘m . pm.
* 4 ] * “20d. INJURY GCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, GR LOCATION COUNTY STATE
* E WHILE. AT WORK [ farm, facfory, strast, ofﬂce bidg., etc.)
# 6 R a - NOT WHILE AT WORK D . P -~
x B
her .
3 40 E é 21, 1 antended the dmmd from— y_mgﬁl_‘ﬂbénd Iul.w“i‘,r..dlvu S &
2 =8 ; [a "'Death occurred aty - FE” on the datk stated above, and to the best.of my knowledge, from the calses stated;
w . — .
g w 3 5 T2a; SIGNATURE _(Dearee or fifle]. I 226, ADpRESS T3c. DAJE SIGNED)
EIBI|IE Y MY I =5 3
E 23a. BUIA, C 1 . . 2%. N 'CEMETERY OR CREM‘A ORY tate)
y [a1 REMOVAL (Specify)
> 2 E Movel. J / 2 / &3 AIARO S AN ORI #b S ARK ﬁ'zrdt/l’cg,z T asr nr’ o
= 5 < 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [25. R 5 RAR'S SIGNATURE .
> ‘ ——
[ @ E{i g é ﬁl!‘l!!!ﬂ iU-o h Q_rﬁé /Zéj f}l/

A Eonhal

r's S

on Reverse Side)



STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

ar by Student Embalmer No.____ .. |

working under my personal supervisiong 2 z O %
Student : Slgned

Signature of Student Embalmer
. Licensed Embalmer No.. 5 7 yd

, o ) .. P.O. Addressi@M«& m,

Nofe The above MUST BE SIGNED BY THE LICENSED- EMBALMER in hns OWN "HANDWRITING. (Failure to comply
- with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is.not embalmed fact should be so stated above:

» - . o .,




